DEPARTMENT
| OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
5/27/2026

Administrator

Good Samaritan Ambassador
8100 MEDICINE LAKE ROAD
NEW HOPE, MN 55427

RE: CCN: 245149
Cycle Start Date: April 1, 2026

Dear Administrator:

On April 22, 2026, the Minnesota Department of Public Safety completed a document review

to verify that your facility had achieved and maintained compliance. Based on our review, we have
determined that your facility has achieved substantial compliance. The CMS-2567 Is being
electronically delivered.

Feel free to contact me If you have guestions.

Sincerely,

T2 blen

Holly Zahler, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

Office: 651-201-4384

Email: holly.zahler@state.mn.us

An equal opportunity employer.



) DEPARTMENT
| | OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
April 15, 2026

Administrator

Good Samaritan Ambassador
8100 Medicine Lake Road
New Hope, MN 55427

RE: CCN: 245149
Cycle Start Date: April 1, 2026

**Please note this letter reflects the Life Safety survey and will be processed separately from
the health survey.

Dear Administrator:

On April 1, 2026, a survey was completed at your facility by the Minnesota Department of Public
Safety to determine if your facility was in compliance with Federal participation requirements for
skilled nursing facilities and/or nursing facilities participating in the Medicare and/or Medicaid
programs.

This survey found the most serious deficiencies in your facility to be a pattern of deficiencies that
constitute no actual harm with potential for no more than minimal harm (Level B), as evidenced by the
electronically attached CMS-2567 whereby corrections are required.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (POC) for the deficiencies cited. An acceptable POC will serve as your allegation of

compliance. Upon receipt of an acceptable POC, we will authorize a revisit to your facility to
determine if substantial compliance has been achieved. Failure to submit an acceptable POC could
also result in the termination of your faclility’s Medicare and/or Medicaid agreement (488.456(b)).

To be acceptable, a provider's POC must include the following:

 How corrective action will be accomplished for those residents found to have been affected by
the deficient practice.



 How the facility will identify other residents having the potential to be affected by the same
deficient practice.

 What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recuir.

 How the facility will monitor its corrective actions to ensure that the deficient practice Is being
corrected and will not recur.

 The date that each deficiency will be corrected.
An electronic acknowledgement signature and date by an official facility representative.

The state agency may, In lieu of a revisit, determine correction and compliance by accepting the
facility's POC if the POC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

If an acceptable POC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

e Discretionary denial of payment for new Medicare and Medicaid admissions (42 CFR 88.417

(a));
e Per day civil money penalty (42 CFR 488.430 through 488.444).

DEPARTMENT CONTACT

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies

(those preceded by a "K" tag) 1.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens

Interim State Fire Safety Supervisor

Health Care & Correctional Faclilities/Explosives

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Cell: 1-507-308-4189

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's POC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the POC must meet the

criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) Is acceptable.



VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable POC, a Post Certification Revisit (PCR), of your facility will be
conducted to validate that substantial compliance with the regulations has been attained in
accordance with your verification.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued, and remedies will not be imposed. Compliance is certified as
of the latest correction date on the approved POC, unless it Is determined that either correction
actually occurred between the latest correction date on the POC and the date of the first revisit, or
correction occurred sooner than the latest correction date on the POC.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy Is warranted, it will provide you with a separate formal
notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION
(IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies,
{o:

Nursing Home Informal Dispute Process
Minnesota Department of Health

Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an POC for the cited
deficiencies. All requests for an IDR or [IDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/Itc idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10-calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at: https://
www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html



Please note that the failure to complete the informal dispute resolution process will not delay the
dates specified for compliance or the imposition of remedies.

Feel free to contact me if you have questions.

Sincerely,

TR bl

Holly Zahler, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

625 Robert Street North

P.O. Box 64975

St. Paul, MN 55164-0899

Office: 651-201-4384 | Email: holly.zahler@state.mn.us



m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
April 15, 2026

Administrator

Good Samaritan Ambassador
8100 Medicine Lake Road
New Hope, MN 55427

RE: CCN: 245149
Cycle Start Date: April 1, 2026

Dear Administrator:

**Please note this letter reflects the health survey and will be processed
separately from the Life Safety survey.

On April 1, 2026, a federal recertification survey was conducted at your facility by the
Minnesota Department of Health, using the Risk-Based Survey (RBS) process, to
determine If your facility was in compliance with Federal participation requirements for
skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

We are pleased to inform you that this survey resulted in no deficiencies being issued.
The CMS-2567 is being electronically delivered.

Feel free to contact me If you have questions.

Sincerely,

QIS RN

Holly Zahler, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

625 Robert Street North

P.O. Box 64975

St. Paul, MN 55164-0899

Office: 651-201-4384 | Email: holly.zahler@state.mn.us




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/15/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

245149

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A. BUILDING 04/01/2026
B. WING

NAME OF PROVIDER OR SUPPLIER

Good Samaritan Ambassador

STREET ADDRESS, CITY, STATE, ZIP CODE
8100 MEDICINE LAKE ROAD , NEW HOPE, Minnesota, 55427

CFR(s): 483.73

§403.748, §416.54, §418.113, §441.184, §460.84,
§482.15 §483.73, §483.475, §484.102, §485.68,
§485.542, §485.625, §485.727, §485.920, §486.360,
§491.12

The [faclility, except for Transplant Programs] must
comply with all applicable Federal, State and local
emergency preparedness requirements. The [faclility,
except for Transplant Programs] must establish and
maintain a [comprehensive] emergency preparedness
program that meets the requirements of this section.”
The emergency preparedness program must include, but
not be limited to, the following elements:

* (Unless otherwise indicated, the general use of the
terms "facility” or "facilities” in this Appendix

refers to all provider and suppliers addressed in this
appendix. This is a generic moniker used in lieu of the
specific provider or supplier noted in the regulations.
For varying requirements, the specific regulation for
that provider/supplier will be noted as well.)

*[For hospitals at §482.15:] The hospital must comply
with all applicable Federal, State, and local emergency
preparedness requirements. The hospital must develop
and maintain a comprehensive emergency preparedness
program that meets the requirements of this section,
utilizing an all-hazards approach. The emergency
preparedness program must include, but not be limited
to, the following elements:

*[For CAHs at §485.625:] The CAH must comply with all
applicable Federal, State, and local emergency
preparedness requirements. The CAH must develop and
maintain a comprehensive emergency preparedness
program, utilizing an all-nazards approach. The

emergency preparedness program must include, but not be

limited to, the following elements:

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X9)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
EOOO1 Establishment of the Emergency Program (EP) EO0O1

Any deficiency statement ending with an asterisk (*) denotes a deficiency whic

n the institution may be excused from correcting providing it is determined that other

safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

EarticiEation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event |ID: 1E3F83-H1 Facility ID: 00898

(X6) DATE

If continuation sheet Page 1 of 2



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/15/2026
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA

STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY COMPLETED

AND PLAN OF CORRECTIONS 245149 A. BUILDING 04/01/2026
B. WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

Good Samaritan Ambassador 8100 MEDICINE LAKE ROAD , NEW HOPE, Minnesota, 55427
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X9)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

EOOO1 Continued from page 1 EO0O1

This REQUIREMENT is NOT MET as evidenced by:

On 3/31/26 through 4/1/26, a survey for compliance with
CFR §483.73, Appendix Z, Emergency Preparedness
Requirements was conducted during a standard
recertification survey. The facility was IN compliance.

The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction Is required, it is required that the
facility acknowledge receipt of the electronic
documents.

FOOO00 INITIAL COMMENTS FOO0O0

On 3/31/24 through 4/1/26, a federal recertification

survey was conducted using the Risk-Based Survey (RBS)
process at your facility. Your facility was IN

compliance with §42 CFR 483, Subpart B, Requirements
for Long Term Care Facilities.

The following complaints were reviewed: H51499221C
(2730780) no deficiencies were cited.

The facility is enrolled in ePOC, therefore a signature
IS not required at the bottom of the first page of the
CMS-2567 form. Although no plan of correction is
required, the facility must acknowledge receipt of the
electronic documents.

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3F383-H1 Facility 1D: 00898

If continuation sheet Page 2 of 2



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/15/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
245149

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

A.BUILDING 01 - MAIN BUILDING 0...] 04/01/2026
B. WING

NAME OF PROVIDER OR SUPPLIER

Good Samaritan Ambassador

STREET ADDRESS, CITY, STATE, ZIP CODE
8100 MEDICINE LAKE ROAD , NEW HOPE, Minnesota, 55427

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X95)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
KO00O0 INITIAL COMMENTS KO0O00

FIRE SAFETY

An annual Life Safety recertification survey was

conducted by the Minnesota Department of Public Safety,
State Fire Marshal Division on 04/01/2026. At the time

of this survey, Good Samaritan Ambassador was found not
In compliance with the requirements for participation

In Medicare/Medicaid at 42 CFR, Subpart 483.70(a), Life
Safety from Fire, and the 2012 edition of National Fire
Protection Association (NFPA) 101, Life Safety Code
(LSC), Chapter 19 Existing Health Care and the 2012
edition of NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR ALLEGATION OFf
COMPLIANCE UPON THE DEPARTMENT'S ACCEPTANCE. YQUR

SIGNATURE AT THE BOTTOM OF THE FIRST PAGE OF THE

CMS-2567 FORM WILL BE USED AS VERIFICATION OF
COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN ONSITE REVISIT OF

YOUR FACILITY MAY BE CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE REGULATIONS HAS
ATTAINED IN ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION FOR THE FIRE

SAFETY DEFICIENCIES (K-TAGS) TO:

If PARTICIPATING IN THE E-POC PROCESS, a paper copy of
the plan of correction is not required.

Healthcare Fire Inspections

State Fire Marshal Division

445 Minnesota St., Suite 145

St. Paul, MN 55101-5145, OR

BEEN

Any deficiency statement ending with an asterisk (*) denotes a deficiency whic

n the institution may be excused from correcting providing it is determined that other

safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

FORM CMS-2567 (02/99) Previous Versions Obsolete Event

ID: 1E3F83-L1 Facility ID: 00898 If continuation sheet Page 1 of 4



PRINTED: 04/15/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEEICIENCIES I(E)(E)NI?'TF?XE'FCIXSSSGEIERR/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 245149 ' A. BUILDING 01 - MAIN BUILDING 0...] 04/01/2026
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Good Samaritan Ambassador 8100 MEDICINE LAKE ROAD , NEW HOPE, Minnesota, 55427
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X9)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

KOOOO0 Continued from page 1 KOO000
By email to:

FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH DEFICIENCY MUST]INCLUDE
ALL OF THE FOLLOWING INFORMATION:

A detailed description of the corrective action taken
or planned to correct the deficiency.

2. Address the measures that will be put in place to
ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. |[dentify who Is responsible for the corrective
actions and monitoring of compliance.

9. The actual or proposed date for completion of the
remedy.

Good Samaritan Society Ambassador Building 01 is a
1-story building with a partial basement. The building
was constructed at three different times. The original
building was constructed in 1963 and was determined to
be of Type 11(000) construction. In 1996, an addition

was constructed and was determined to be of Type
11(000) construction. In 2010, an addition was
constructed and was determined to be of Type V (111)
construction. There is a 2-hour firewall between the
2010 addition and the rest of the building. The

building is automatic fire sprinkler protected

throughout. The facility has a fire alarm system with
smoke detection in the corridors and spaces open to the
corridors that is monitored for automatic fire

department notification. Since Type V(111) construction
Is allowed for a 1-story building, the entire building

will be surveyed as Type V(111).

The facility has a capacity of 77 beds and had a census
of 76 at the time of the survey.

The requirements at 42 CFR, Subpart 483.70(a), are NOT
MET as evidenced by:

KO353 Sprinkler System - Maintenance and Testing KO353

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3F383-L1 Facility ID: 00898 If continuation sheet Page 2 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/15/2026
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245149

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X2) MULTIPLE CONSTRUCTION
A.BUILDING 01 - MAIN BUILDING 0...
B. WING

(X3) DATE SURVEY COMPLETED
04/01/2026

NAME OF PROVIDER OR SUPPLIER

Good Samaritan Ambassador

STREET ADDRESS, CITY, STATE, ZIP CODE

8100 MEDICINE LAKE ROAD , NEW HOPE, Minnesota, 55427

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES

TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX

1D PROVIDER'S PLAN OF CORRECTION (X95)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)

SS =B
CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems are
Inspected, tested, and maintained in accordance with
NFPA 25, Standard for the Inspection, Testing, and
Maintaining of Water-based Fire Protection Systems.
Records of system design, maintenance, inspection and
testing are maintained in a secure location and readily
avallable.

a) Date sprinkler system last checked

b) Who provided system test

c) Water system supply source

Provide in REMARKS information on coverage for any
non-required or partial automatic sprinkler system.

9.7.5,9.7.7,9.7.8, and NFPA 25

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and staff
Interview, the facility failed to maintain the fire

sprinkler system per NFPA 101 (2012 edition), Life
Safety Code, section 9.7.5, and NFPA 25 (2011 edition),
Standard for the Inspection, Testing, and Maintenance
of Water-Based Fire Protection Systems, sections
0.1.1.2,5.2.1.1.1, and 5.2.1.1.2. This deficient

finding could have a patterned impact on the residents
within the facility.

Findings include:

On 04/01/2026 at 10:11 AM, it was revealed by
observation that the escutcheon plate for the sprinkler
In Soiled Utility A-2 was missing.

An interview with the Administrator and the Maintenance
Supervisor verified this deficient finding at the time
of discovery.

SS =B
CFR(s): NFPA 101

KO353 Continued from page 2 KO353

KO355 Portable Fire Extinguishers KO355

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3F383-L1 Facility ID: 00898

If continuation sheet Page 3 of 4



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/15/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

245149

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 01 - MAIN BUILDING 0...] 04/01/2026
B. WING

NAME OF PROVIDER OR SUPPLIER

Good Samaritan Ambassador

STREET ADDRESS, CITY, STATE, ZIP CODE
8100 MEDICINE LAKE ROAD , NEW HOPE, Minnesota, 55427

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X95)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)

K0355
SS =8B

Bldg. 01

Continued from page 3
Portable Fire Extinguishers

Portable fire extinguishers are selected, installed,
iInspected, and maintained in accordance with NFPA 10,
Standard for Portable Fire Extinguishers.

18.3.5.12,19.3.5.12, NFPA 10

This STANDARD is NOT MET as evidenced by:

Based on observation, a review of available
documentation, and staff interview, the facility failed

to inspect fire extinguishers per NFPA 101 (2012
edition), Life Safety Code sections 19.3.5.12 and
9.7.4.1, and NFPA 10 (2010 edition), Standard for
Portable Fire Extinguishers, sections 7.2.1.2. These
deficient findings could have a patterned impact on the
residents within the facility.

Findings include:

1. 0n 04/01/2026 at 10:20 AM, it was revealed by
observation that the fire extinguisher in the

mechanical penthouse was not inspected during February
and March 2026.

2. 0n 04/01/2026 at 10:26 AM, it was revealed by
observation that the fire extinguisher near the

stairwell door in the basement was not inspected during
February and March 2026.

3. 0On 04/01/2026 at 10:29 AM, it was revealed by
observation that the fire extinguisher in the elevator

equipment room 15-A in the classroom was not inspected
during February and March 2026.

An interview with the Administrator and the Maintenance
Supervisor verified these deficient findings at the
time of discovery.

FORM CMS-2567 (02/99) Previous Versions Obsolete

KO355

Event ID: 1E3F383-L1 Facility 1D: 00898 If continuation sheet Page 4 of 4



PRINTED: 05/27/2026
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS A. BUILDING 01 - MAIN BUILD... 04/22/2026

245149

B. WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

Good Samaritan Ambassador 8100 MEDICINE LAKE ROAD , NEW HOPE, Minnesota, 55427

PROVIDER'S PLAN OF CORRECTION

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAC"(':gggg;%ggg:&&%N%H%%D EE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
K0000 INITIAL COMMENTS K0000
Bldg. 01

Based on a review of the facility's plan of correction
and supporting documents, the facility is In
compliance with the federal requirements identified
as deficient at the time of their recertification survey.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3F83-L2 Facility ID: 00898 If continuation sheet Page 1 of 1



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/20/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
245149

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 01 - MAIN BUILDING 0...] 04/01/2026

B. WING

NAME OF PROVIDER OR SUPPLIER

Good Samaritan Ambassador

STREET ADDRESS, CITY, STATE, ZIP CODE

8100 MEDICINE LAKE ROAD , NEW HOPE, Minnesota, 55427

FIRE SAFETY

An annual Life Safety recertification survey was

conducted by the Minnesota Department of Public Safety,
State Fire Marshal Division on 04/01/2026. At the time

of this survey, Good Samaritan Ambassador was found not
In compliance with the requirements for participation

In Medicare/Medicaid at 42 CFR, Subpart 483.70(a), Life
Safety from Fire, and the 2012 edition of National Fire
Protection Association (NFPA) 101, Life Safety Code
(LSC), Chapter 19 Existing Health Care and the 2012
edition of NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR ALLEGATION OFf
COMPLIANCE UPON THE DEPARTMENT'S ACCEPTANCE. YQUR

SIGNATURE AT THE BOTTOM OF THE FIRST PAGE OF THE

CMS-2567 FORM WILL BE USED AS VERIFICATION OF
COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN ONSITE REVISIT OF

YOUR FACILITY MAY BE CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE REGULATIONS HAS
ATTAINED IN ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION FOR THE FIRE

SAFETY DEFICIENCIES (K-TAGS) TO:

If PARTICIPATING IN THE E-POC PROCESS, a paper copy of
the plan of correction is not required.

Healthcare Fire Inspections

State Fire Marshal Division

445 Minnesota St., Suite 145

St. Paul, MN 55101-5145, OR
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KO00O0 INITIAL COMMENTS KO0O00 04/15/2026

BEEN

Any deficiency statement ending with an asterisk (*) denotes a deficiency whic

n the institution may be excused from correcting providing it is determined that other

safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

EarticiEation.
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By email to:

FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH DEFICIENCY MUST]INCLUDE
ALL OF THE FOLLOWING INFORMATION:

A detailed description of the corrective action taken
or planned to correct the deficiency.

2. Address the measures that will be put in place to
ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. |[dentify who Is responsible for the corrective
actions and monitoring of compliance.

9. The actual or proposed date for completion of the
remedy.

Good Samaritan Society Ambassador Building 01 is a
1-story building with a partial basement. The building
was constructed at three different times. The original
building was constructed in 1963 and was determined to
be of Type 11(000) construction. In 1996, an addition

was constructed and was determined to be of Type
11(000) construction. In 2010, an addition was
constructed and was determined to be of Type V (111)
construction. There is a 2-hour firewall between the
2010 addition and the rest of the building. The

building is automatic fire sprinkler protected

throughout. The facility has a fire alarm system with
smoke detection in the corridors and spaces open to the
corridors that is monitored for automatic fire

department notification. Since Type V(111) construction
Is allowed for a 1-story building, the entire building

will be surveyed as Type V(111).

The facility has a capacity of 77 beds and had a census
of 76 at the time of the survey.

The requirements at 42 CFR, Subpart 483.70(a), are NOT
MET as evidenced by:

KO353 Sprinkler System - Maintenance and Testing KO353 | On 4/1/2026, the escutcheon plate for the sprinkler in 04/17/2026
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KO353 Continued from page 2 KO353 | Continued from page 2
SS =R the Soiled Utility A-2 room was replaced. An audit was
CFR(s): NFPA 101 conducted on all sprinklers in the facility on 4/1/26
to ensure proper functioning. There were no deficient
Sprinkler System - Maintenance and Testing patterns.
Automatic sprinkler and standpipe systems are
Inspected, tested, and maintained in accordance with The maintenance team was educated on 4/1/7/2026 on NFPA
NFPA 25, Standard for the Inspection, Testing, and 25, Standard for Inspection, Testing, and Maintaining
Maintaining of Water-based Fire Protection Systems. Water-based Fire Protection Systems and ensuring that
Records of system design, maintenance, inspection and sprinkler systems are functioning and installed
testing are maintained in a secure location and readily properly with all necessary parts.
available.
a) Date sprinkler system last checked Audits to ensure that sprinkler systems are fully
functional and in compliance with Life Safety Code
section 9.7.5 will begin weekly for the first month,
b) Who provided system test monthly for 3 months, and quarterly thereafter as
conducted by the Maintenance Supervisor or designee.
The results of the audits will be reviewed by the
c) Water system supply source maintenance team for trends and patterns and
Implementing improvement ideas. Findings will be
reported to the QA committee for further evaluation and
Provide in REMARKS information on coverage for any recommendations.
non-required or partial automatic sprinkler system.
9.7.5,9.7.7,9.7.8, and NFPA 25
This STANDARD is NOT MET as evidenced by:
Based on a review of available documentation and staff
Interview, the facility failed to maintain the fire
sprinkler system per NFPA 101 (2012 edition), Life
Safety Code, section 9.7.5, and NFPA 25 (2011 edition),
Standard for the Inspection, Testing, and Maintenance
of Water-Based Fire Protection Systems, sections
0.1.1.2,5.2.1.1.1, and 5.2.1.1.2. This deficient
finding could have a patterned impact on the residents
within the facility.
Findings include:
On 04/01/2026 at 10:11 AM, it was revealed by
observation that the escutcheon plate for the sprinkler
In Soiled Utility A-2 was missing.
An interview with the Administrator and the Maintenance
Supervisor verified this deficient finding at the time
of discovery.
KO355 Portable Fire Extinguishers KO355 | On 4/1/2026, all portable Fire extinguishers were 04/17/2026
SS =R audited to ensure that each one had been inspected per
CFR(s): NFPA 101 NFPA 101 Life Safety Code section 19.3.5.12 and
=1lala BN
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Portable fire extinguishers are selected, installed,
iInspected, and maintained in accordance with NFPA 10,
Standard for Portable Fire Extinguishers.

18.3.5.12,19.3.5.12, NFPA 10

This STANDARD is NOT MET as evidenced by:

Based on observation, a review of available
documentation, and staff interview, the facility failed

to inspect fire extinguishers per NFPA 101 (2012
edition), Life Safety Code sections 19.3.5.12 and
9.7.4.1, and NFPA 10 (2010 edition), Standard for
Portable Fire Extinguishers, sections 7.2.1.2. These
deficient findings could have a patterned impact on the
residents within the facility.

Findings include:

1. 0n 04/01/2026 at 10:20 AM, it was revealed by
observation that the fire extinguisher in the

mechanical penthouse was not inspected during February
and March 2026.

2. 0n 04/01/2026 at 10:26 AM, it was revealed by
observation that the fire extinguisher near the

stairwell door in the basement was not inspected during
February and March 2026.

3. 0On 04/01/2026 at 10:29 AM, it was revealed by
observation that the fire extinguisher in the elevator

equipment room 15-A in the classroom was not inspected
during February and March 2026.

An interview with the Administrator and the Maintenance
Supervisor verified these deficient findings at the
time of discovery.

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event |ID: 1E3F383-L1

The portable fire extinguishers located in the
mechanical penthouse, the stairwell door in the
basement, and in the classroom were inspected on
4/1/26 to ensure that each was functioning properly.

The maintenance team was educated on 4/1/7/26 on Life
Safety Code section 19.3.5.12 and 9.7.4.1 and ensuring
each portable fire extinguisher was inspected by the
required timeframe.

Audits of the portable fire extinguishers will be
conducted to ensure compliance with

Inspection timeframes weekly for the first month,
monthly for the following three months, and quarterly
thereafter by the maintenance supervisor or designee.
Results of the audits will be reviewed by the
maintenance supervisor for trends and patterns and
Implemented improvement ideas. Findings will be
reported to the QA committee for further evaluation and
recommendation.

Facility ID: 00898
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